Case Report 

©2012 NRITLD, National Research Institute of Tuberculosis and Lung Disease, Iran 



ISSN: 1735-0344 Tanaffos 2012; 11(4): 60-62 



TANAFFOS4& 



Pericardial Cyst Presented as Chronic Cough: A Rare Case 
Report 



Mohsen Sokouti 1 , Monireh Halimi 2 , 
Samad Eslam Jamal Golzari 3,4 

1 Department of Cardiothoracic Surgery, Tabriz 
University of Medical Sciences, Tabriz, Iran. 

2 Department of Pathology, Tabriz University of 
Medical Sciences, Tabriz, Iran, 

3 Medical Philosophy and History Research Center, 
Tabriz University of Medical Sciences, Tabriz, Iran 

4 Students' Research Committee, Tabriz University of 
Medical Sciences, Tabriz, Iran 

Received: 13 June 2012 
Accepted: 8 August 20 12 

Correspondence to: Samad EJ Golzari 
Address: Medical Philosophy and History 
Research Center, Tabriz University of Medical 
Sciences, Tabriz, Iran 
Email address: dr.golzari@hotmail.com 



Pericardial cysts are rare congenital abnormalities with a reported incidence 
rate of V 100,000 males. The most common locations of these cysts are middle 
mediastinum and right cardiophrenic angle. Pericardial cysts are usually 
asymptomatic unless a complication or rapid growth occurs. Diagnosis is 
generally made incidentally or using combined radiological X-ray, contrast 
Computed Tomography (CT), and echocardiography imaging. Various forms of 
treatments include observation, needle aspiration, and surgical excision of the 
cysts. Recurrence of the disease is common when aspiration approach is 
selected. Herein, we present a case of pericardial cyst affecting right 
cardiophrenic angle in a 36 year-old man with an atypical right chest pain and 
chronic cough. Finally, the patient was treated successfully using surgical 
approach. 
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INTRODUCTION 

Pericardial cysts are considered as a congenital 
abnormality. They are usually located in middle 
mediastinum and are mostly found incidentally. 
Pericardial cysts rarely cause symptoms (1). Occasionally, 
they are accompanied by complications including 
infection, tamponade, hemorrhage and respiratory 
symptoms which necessitate treatment (2-4). Herein, we 
report a patient complaining of non-productive chronic 
cough who was diagnosed with pericardial cyst and 
consequently treated successfully using surgical approach. 

CASE SUMMARIES 

In March 2010, a 36 year-old man presented to our 
referral hospital with chronic non-productive cough and 



right chest pain which did not alter by respiration but 
deteriorated by positioning to either side. His chronic 
cough started three years ago without sputum. 
Cardiopulmonary examination and vital signs were 
normal. Chest X-ray examination revealed a homogenous 
density in the right cardiophrenic angle (Figure 1). 
Abdominal Ultrasound revealed loculated fluid in the 
medial base of right pulmonary area and a grade II fatty 
liver. On Computed Tomography (CT) a sharply- 
marginated cystic mass with dimensions of 14x10x7 cm 
and attenuation value of 40 HU was observed. With 
probable diagnoses of pericardial or thymus cyst and 
Morgagni's hernia, he was prepared for surgery. Through 
right standard posterolateral thoracotomy and 6 th 
intercostal space, the pleura lying on the cystic mass in the 
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cardiophrenic triangle was dissected from the pericardium 
in the anterior, posterior and inferior aspects of the cyst. 
The vascular connections of the cyst with pericardium 
were easily ligated and the cyst was resected completely 
from the pericardium while no connection to the 
pericardial cavity was observed (Figure 2). 




Figure 1. Chest X-ray showing a large mass in the right cardiophrenic triangle 



After insertion of a chest tube into the pleural cavity the 
chest was closed. Pathologic examinations revealed a 
single layer of mesothelial cells and fluid-filled cyst 
compatible with pericardial cyst (Figure 3). No 
complications observed during or after surgery and in the 
one-year follow up period of the patient. 




Figure 2. A large pericardial cyst seen in the right cardiophrenic triangle 




Figure 3. Pathological view of a sample from the cyst 



DISCUSSION 

Pericardial cysts are rare benign congenital 
abnormalities (5). They may; however, be acquired after 
cardiothoracic surgeries iatrogenically (1, 6). Their sizes are 
usual ly reported to be 2 to 28 cm and giant cysts have been 
reported sporadically as well (6, 7). Our patient had a 
14 cm slow-growing congenital cyst. Their estimated 
prevalence is V 100,000 males. Pericardial cysts are usually 
located in the right cardiophrenic triangle (75%), and less 
frequently in the left cardiophrenic triangle (22%) or other 
parts of the mediastinum (8). The cyst in the present case 
was located in the right cardiophrenic triangle which is the 
most commonly involved area. Although pericardial cysts 
are asymptomatic, some patients may experience chest 
pain, dyspnea, pericardial tamponade (2), hemorrhage, 
infection, atrial fibrillation and heart failure due to 
hemorrhage (3,4,8). Our patient presented with chronic 
non-productive cough and atypical chest pain, a case 
similar to a patient reported by Patel et al (6). Some 
pericardial cysts resolve spontaneously and can rupture 
into pleural or pericardial spaces (4). 

CT and Echocardiography are the choice diagnostic 
procedures (5,6). Ultrasound and CT scan can often 
distinguish between mediastinal cysts and masses as 
observed in our patient (1). 

Observation is one of the management approaches 
toward pericardial cysts especially in high risk patients or 
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when the cysts are not enlarged. However, there is no 
safety guarantee. Percutaneous drainage and aspiration of 
the cyst are another approach of treatment associated with 
a 30% recurrence. Resection is indicated for symptomatic 
enlarged pericardial cysts, those with malignancy potential 
and for prevention of complications (1, 4,9). Today, VATS 
(video-assisted thoracoscope surgery) and robotic 
resection are well -accepted procedures in most centers (9); 
however, we did not select this procedure due to the 
probability of other differential diagnoses like Morgagni's 
hernia. VATS procedure is associated with low operative 
risks and therefore is recommended for all healthy patients 
with pericardial cyst. It has numerous advantages 
including less pain, shorter post-operative recovery and 
better cosmetic results. However, in complicated 
pericardial cysts or cases with doubtful diagnosis, VATS 
procedure is not recommended as in our case. 

CONCLUSION 

Pericardial cysts are usually asymptomatic. However, 
resection is indicated when they are enlarged or 
accompanied by complications and symptoms. 
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